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ArwLaun, RUTWIYE, UIL. BIW31 WsY QMY STORJAra nomenciarure in item jg. No symptoms will be hsted.

All diseases in Port | must be causally related.

EsTA R ‘fﬁﬁhmm?mk OR RIBBON TYPEWRITE IF POSSIBLE

Ep B

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

t. PLACE OF DEATH 2- USUAL RESIDENCE (Where deceased lived. If institution: Residence afore
a. COUNTY Adair a. STATE Mieeouri b, COUNTYAdai r admi spton)
b. C:JTRY (If outside corperate limits, give TOWNSHIP only) inside Limits <. CgRY Py, 3 |r:.stlc|e Limits
TOWN Kirksville Yes iyl Mo [] rowmwn Kirksville ¢ Yes(g) No[]
I c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
| AN x.0.H. yre. 813-EaM1issomrl ves [ Mo
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
T int OF
(Typo or print) LOUISA MEISTER veasdarch 23, 1959
5. SEX 6. COLOR OR RACE|} 7. . DATE QF BIRTH 9. AGE (ln years JF UNDER 1 YEAR] IF UNDER 24 HRS.
! N MARRIED[JNEVER MARRIED[] o Yoo =
I Femal e Whlt e WIDOWEDK] ; DlVORCEﬂD be Ce. 29 » 186 5 Igsmld v} [Manths | Days Hours I Min
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City and state or country) 12. CITIZEN OF WHAT COUNTRY?
“Hougekgeper i~ Defitestic Oldenburg,Indiana .S.4A.

13e. FATHER'S NAME

W a lehoff

13b. MOTHER'S MAIDEN NAME

Catherine Rothelser

J4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EYER IN . 5. ARMED FORCES?

of sarvica)
-——

{Yes, no, of unknawn)] {If yes, give wor or dotes
- - -

16. 50CIAL SECURITY NO.[ 17. INFORMANT

—— i ———— ——

Dr. E.H.Bestman, Kirkaville, ¥o

Address

18. CAIEI’SE '?Fi DEDET”I'P‘(lEV?rS' ETEI;I?I; cBu‘a,.:se per line for {o), (b), ond (c}.) HNTE%AA.&?TW;TEHN
ART | A :
IMMEDIATE CAUSE (a) Carcinoma Of Bladder ﬂ? ngﬁg
Conditions, if any, DUE TO (b)
which gave rise 1o
bov {e),
:turl:g .;::.:nd:r- } ‘8 ‘ 0
g lying cowse lost. DUE TO (<)
= PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated ta the terminal disease condition given in PART 1 [a) 9. \F\"E%FA(_IJJTOESY
< RMED?
S General Debilty- &-Inanition ves[] nox -
| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O d U
3[ 20c. TIMEOF Hour Menth, Day, Year
‘E.I INJURY a.m.
‘X p.m.
20d. INJURY OCCURRED 20e. PLACE OF IMJURY (¢.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, foctory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from se t . 1946 . roMB.rc h 33 2 1959d last saw hl o plive an M C
Death eccurred at . o [l o m on the date stated above; and to the bast of my knowledge, from the causes stoted.
220. $IG/ — (Degroe or title) a2 22b. ADDRESS 12¢. PATE SIGNED
= L7 Kirkeville, Misgouri 25 59
23a. BURIAL, EREMATION, [ 236, DATE T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cty, town, or county) {Srare)
REMOV AL (Specify] .
Buriarl 3-26-1959 Kirksville, Missour)

24. FUNERAL DIRECTOR

ADDRESS

3-

Highland Pawy ¢ emet
25. DATE RECD. REG.

Davis & Davis, Kirksville, Mo

2¢ -r959
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OT BY 1ovitniiiiininnieenu i icmitbriniis e et e s ra e st a s rr s e ., Student Embalmer No. ...............u

working under my personal supervision.

Y 3T =) 1| S PO PP Signed ..
Signature of Student Embalmer

* Licensed Embalmer No.......coeoiinniiins

P. O. Address.. . Kirkswille.....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fatlure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




